Since 1981, forty spinal cord-injured patients have received penile prostheses using a combined approach of early sexual counselling during the acute rehabilitative phase of injury, followed by implantation in suitable candidates no less than nine to twelve months following injury. Early counselling is begun in private and group sessions, and stresses reassessment of body image, sexuality and sexual alternatives. The penile prosthesis is mentioned briefly during the acute phase of rehabilitation. Further counselling at the patient's request following discharge from the unit identifies those patients with continued interest in a penile prosthesis. Suitable surgical candidates must (1) have a stable bladder program, (2) have had a recent urologic X-ray evaluation, (3) have sterile urine at the time of implantation, and (4) be free of decubiti. All preoperative patients undergo MMPI testing and are seen by a sexual counsellor. Both the semi-rigid and inflatable penile prostheses are offered to the patient with a thorough discussion along with printed material on the advantages and disadvantages of each prosthesis, as well as surgical and postoperative complications. Patients are given a preoperative parenteral antibiotic regimen along with supervised antibiotic cleansing of the genitalia. Surgical techniques for each prosthesis is discussed. Following surgery, the patients are continued on antibiotics and are instructed not to engage in intercourse for six weeks. They are also seen by a sexual counsellor postoperatively.
Introduction
In the last decade sexual rehabilitation in the spinal cord-injured patient (SCI) has assumed an increasingly dominant role in the overall rehabilitative process (Berkman, 1976; Cole, 1973; Eisenberg, 1976) . The majority of SCI patients are young men and women faced with sexual doubts, fears and anxieties, which cannot be ignored, but must be dealt with early in the course of rehabilitation.
In addition the development and subsequent improvement in prosthetics have opened a new world to the spinal cord-injured male in attaining an aspect of sexuality that was heretofore impossible (Golji, 1979; Light, 1981) . At the Shepherd Spinal Center (Georgia Regional Spinal Cord Injury Center) psycho sexual counselling helps to discover candidates suitable for implantation of a penile prosthesis.
Materials and Methods
In the last five years forty patients have received penile prostheses using the combined approach of early sexual counselling during the acute phase of injury followed by implantation in suitable candidates no less than nine to twelve months following injury. Older injuries were counselled at their request upon entry into the clinic system.
Early counselling is begun in private and group sessions and stresses the patient's level of injury with reassessment of body image as it relates to sexuality.
The education involves the partner when available, and stresses the emotional aspects of sexuality as well as sexual alternatives other than penovaginal intercourse for gratification. The penile prosthesis is mentioned briefly during the acute phase. Further counselling at the patient's request following discharge from our unit identifies those patients exhibiting continued interest in a prosthesis.
Suitable surgical candidates must have
(1) stable bladder programs.
(2) have had recent urologic X-ray evaluation. Patients are hospitalized twenty-four hours prior to implantation for intensive parenteral antibiotic loading and supervised antiseptic cleansing of the genitalia. A sub coronal incision is used to insert the semi-rigid prosthesis and a pubic incision to insert the inflatable penile prosthesis. Perineal incisions are not used for fear of faecal contamination. Following surgery the patient is continued on antibiotics for one week and instructed not to engage in intercourse for six weeks. Post-implantation psychological counselling occurs at the patient's request.
Forty patients received implants, twenty-eight paraplegics and twelve quadri plegics, thirty-one had complete lesions and nine incomplete. The youngest patient was twenty-one years and the oldest sixty, with a mean age of thirty-three. Thirty-four patients had implantation of semi-rigid rods while six underwent insertion of inflatable implant. (Table 1 ). The average time of injury to implant was four years.
Results and CODlplications
Of the forty patients implanted, we were able to contact thirty-six patients or their families by phone or letter as of July 1985. Twenty-three were married at the time of implant and 13 were single. Three patients had extruded rods, all of which had happened more than two years post implantation. One patient had a paraphimosis which required circumcision. One patient with an inflatable penile prosthesis had a minor erosion through the fossa navicularis which spontaneously healed, and the device is now functioning adequately. There were no immediate postoperative complications. Thirty-one patients admitted to having intercourse regularly and were pleased with their decision to have implants. We were able to speak to several partners and they confirmed their satisfaction as well. Three patients with Small-Carrion prostheses continued to have some concealment problems, but they were in the thirty-one patient group who expressed satisfaction with the implant. Four patients were dissatisfied; all had had semi-rigid implants and they stated that the rods were not rigid enough to sustain vaginal penetration. One wife was not satisfied. One patient had died but his wife stated that they had had regular intercourse.
Discussion
The potential for high complication rates in spinal cord-injured patients under going implantation has been pointed out by other authors (Rossier, 1984; Van Arsdalen, 1981) . It is therefore imperative to select a group of patients who have self-esteem, motivation and general care of their activities of daily living. Psycho sexual counselling in the acute injury phase followed by post-injury adjustment period allows the patient to redefine his sexuality in a psychological sense (Schuler, 1982) . Only then can he accept the anatomical changes a prosthesis has to offer.
The patient sees a psychologist prior to urologic consultation. This reeducation process involves:
(1) a reassessment of his general sexual knowledge.
(2) a description of the various prosthetic devices.
(3) the effect the implant surgery may have on sensation and sexual functioning, (4) reassurance that coitus following surgery will not harm either partner.
(5) an opportunity to talk with previous penile implant patients. The urologist can then focus on the technical aspects of the procedure with a description of the surgical techniques outlining the advantages and dis advantages of the various prosthetic devices, in order to help choose the implant most suited for the patient. We have not used the maintenance of an external appliance as a sole indication for implantation as suggested by other authors (Smith, 1980 , Van Arsdalen, 1981 .
Of the patients who had extrusion of the rods, one had a suprapubic catheter, one had a urethral stricture and one developed a pressure sore at the base of the penis pushing against the symphysis pubis secondary to severe curvature of the spine. All of these patients had Small-Carrion prostheses. The use of the malleable rods (Jonas, AMS-600) appears to reduce the incidence of erosion and extrusion problems. It is interesting that, in recent years, more patients appear to have an interest in the inflatable penile implant perhaps due to increased media coverage. One complication in an inflatable penile implant involved the appearance of one cylinder at the fossa navicularis. The patient was instructed not to inflate the prosthesis for one month. We have recently implanted several self-contained inflatable devices. These combine the simplicity of the semi-rigid device with the variability of the inflatable implant. It is interesting to note that there were no postoperative wound infections. We believe, as do others, that maintenance of sterile urine prior to implantation will reduce the risk factors as regards immediate postoperative wound infections (Rossier, 1984) . In this series, all implants were performed by the same surgeon in a private practice setting, not in a teaching institution.
Of the patients who were not satisfied with the implants, all had attempted intercourse on a regular basis. All of these had the Jonas prosthesis and this fact prompted switching to a more rigid and wider AMS-600 semi-rigid prosthesis.
All patients satisfied with the prostheses were enthusiastic in their response as were many of their partners. They were freely willing to discuss the surgery and results with other potential candidates.
In this age of medical marketing and public awareness, one cannot over emphasize the importance of proper patient selection for those involved in the urologic and psychosexual care of the spinal cord-injured patient. This is not a procedure to be recommended indiscriminately to every patient who requests it. Rather, a systematic selection process involving the sexual counsellor and the urologist will help lessen the potential complications and insure a high degree of patient satisfaction. 
